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ABSTRACT 
The aim of this particular study is to explore how it can be that the mortality rate of homeless people 
in Denmark is so significantly high in spite of Denmark having a Nordic Welfare Model. This issue is 
enlightened by using a political science perspective and a sociological perspective. The Nordic Welfare 
Model of Denmark is discussed to enlighten whether it has transformed and if it has an influence on the 
mortality rate of homeless people. Furthermore the stigmatisation of homeless people is discussed by using 
the concept stigma and a quantitative and qualitative study about the homeless people’s experiences with 
life and health. The aim of this discussion is to explore if stigma has an influence on the health inequality 
homeless people are experiencing.  The findings are that both perspectives have an influence on the high 
mortality rate homeless are suffering from.  
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1.0 SUBJECT 
This study concerns the high mortality rate that homeless people in Denmark are suffering from. The 
aim is to enlighten why homeless people suffer from such a high mortality rate in a country like Denmark in 
spite of Denmark having the Nordic Welfare Model. This is done by using two different perspectives on the 
problem: the political science perspective and the sociological perspective.  
The first one will be the political science perspective discussing whether the welfare state of 
Denmark has changed from the original values and if so, could this change be one of the explanations. The 
second one will be the sociological perspective enlightening whether stigmatisation of the homeless people 
has an influence on their health situation and if it could be one of the explanations to the problem. 
1.1 PROBLEM AREA 
Homelessness is a commonly known problem in countries all over the world – the problem seems to 
be worse in the underdeveloped countries but it is important to be aware that even the most developed 
countries experience this phenomenon as well. 1 Throughout studies, it is proven that homelessness has a 
strong linking to an increased mortality rate which is also seen in countries with a free health care system.23  
This is the problem Denmark faces in spite of being ranked as the 16th most developed country in the 
world4. Denmark is covered by the Nordic Welfare Model, providing equal opportunities and security for 
everyone which means any individual has equal opportunities of education, culture as well as health 
services.5 Still, an amount of people suffer from homelessness and their mortality rate is significantly high.6 
The exact amount of people who are affected by homelessness is difficult to measure because not all of 
them have been in contact with the authorities. Yet it seems that approximately 5.300 people were 
homeless in week 06 of 2011 but it can differ throughout the year.7 
                                                          
1 Anonymous. (n.d. a). NPACH. Available: http://www.npach.org/. Last accessed 30th May 2012 
2 ibid 
3 Morrison, D. S. (2009). Homelessness as an independent risk factor for mortality: results from a cohort 
study. International Journal of Epidemiology, (1-7) 
4 Klugman, J. (2011). Human Development Report - Sustainability and Equity: A Better Future for All. Basinstoke, New 
York: Palgrave Macmillan, p. 126 
5 Anonymous. (n.d. b). About the Nordic welfare model. Available: http://www.norden.org/en/about-nordic-co-
operation/areas-of-co-operation/the-nordic-welfare-model/about-the-nordic-welfare-model. Last accessed 30th May 
2012. 
6 Nielsen, S. F., Hjorthøj C. R., Erlangsen, A., Nordentoft, M. (2011). Psychiatric disorders and mortality among people 
in homeless shelters in Denmark: a nationwide register-based cohort study. Lancet. 377 (2205-2214) 
7 Lauritzen, H. H., Boje-Kovacs, B., Benjaminsen, L. (2011). Hjemløshed i Danmark 2011. National Kortlægning. 
København: Rosendahls - Schultz Grafisk A/S, p. 35 
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The health situation of the homeless people tends to be rather critical and it is not rare that a lot of 
them suffer from a mental disease or have an abusive diagnosis. Furthermore, because of the tough lives 
they are facing, their lifespan is reduced by mean 19.5 years.8 Compared to the rest of the Danish 
population, they are in 6 times higher risk of dying from suicide, 14.6 times higher risk of dying from 
unintentional injuries, 62.9 times higher risk of dying from unknown reasons and 2.6 higher risk of dying 
from normal causes.9 
The government is aware of the issue of inequality which homeless people suffer from and in the 
government platform, they have stated the following: 
”The most vulnerable groups deserve special attention. The government wants to make up with the 
marginalization, exclusion and undignified living conditions. Therefore, the government will make concrete 
initiatives to reduce the high mortality among addicts on the streets in e.g. Copenhagen and ensure a better 
effort to women in prostitution and people who live as homeless. Individuals must be surrounded by respect, 
demand and solicitude. Socially vulnerable citizens must be surrounded by the necessary legal rights, thus 
the cooperation between the individual citizen and the communal and social work should be simplified and 
improved. The government is also eager to ensure increased user influence for vulnerable groups and will 
therefore make an initiative to create further councils for the vulnerable groups in the municipalities.”10 11 
During the homeless strategy12 which started in 2009 and lasts until 2013, the government has been 
working with a strategy for coping with homelessness. Still, the accountancies made by SFI13 in 2007, 2009 
and 2011 show no change for the better. The issue with homelessness stays the same and thereby also the 
                                                          
8 Nordentoft, M., Wandall-Holm, N (2003). 10 year follow up study of mortality among users of hostels for homeless 
people in Copenhagen. BMJ. 327 (81-83), p. 83 
9 ibid, p. 81 
10 Anonymous (2011). Et Danmark, der står sammen - Regerings grundlag. Available: 
http://www.stm.dk/publikationer/Et_Danmark_der_staar_sammen_11/Regeringsgrundlag_okt_2011.pdf. Last 
accessed 30th May 2012, p. 49 
11 Translation: ”De mest udsatte grupper fortjener en særlig opmærksomhed. Regeringen ønsker at gøre op med både 
marginalisering, udstødelse og uværdige livsbetingelser. Regeringen vil derfor tage konkrete initiativer til blandt andet 
at nedbringe den store dødelighed blandt misbrugere på gaden i blandt andet København samt sikre en bedre indsats 
over for kvinder i prostitution og mennesker, der lever som hjemløse. Det enkelte menneske skal være omgivet af både 
respekt, krav og omsorg. Socialt udsatte borgere skal være omgivet af den nødvendige retssikkerhed, hvorfor 
samarbejdet mellem den enkelte borger og den kommunale og sociale indsats skal  forenkles og forbedres.  
Regeringen er endvidere optaget af at sikre øget brugerindflydelse for udsatte grupper og vil derfor tage initiativ til at 
oprette flere udsatteråd i kommunerne.” 
12 Rambøll (2009). Regeringens hjemløsestrategi. Available: 
http://hjemlosestrategien.ramboll.dk/~/media/459925F09F7F43B985C172A7108F4E4F.ashx. Last accessed 30th May 
2012. 
13 The Danish National Centre for Social Research 
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mortality rate of homeless people stays significantly high.14 This situation of homeless people suffering 
from high mortality in Denmark will be analysed and discussed throughout this study. 
1.2 PROBLEM DEFINITION 
How can it be that the mortality rate of homeless people in Denmark is significantly high in spite of 
Denmark having a Nordic Welfare Model?  
1.3 RESEARCH QUESTIONS 
• What characterises the mortality problem homeless people suffer from?  
• What characterises the welfare state of Denmark?   
• How is the stigmatisation of homeless people experienced by homeless themselves? 
  
                                                          
14 Lauritzen, H. H. et al (2011) 
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2.0 METHOD 
2.1 INTRODUCTION 
The theories and data in this chapter are specifically chosen to be a part of exploring the problem 
formulation. They are important to gain an understanding of why the mortality rate of homeless people in 
Denmark is so high, even though the geographical coverage of the study is Denmark. The aim is to answer 
the problem definition in three steps. 
The first section are made to provide the reader with general knowledge concerning homeless 
people, the mortality problem they are suffering from and what is done to diminish this issue. It will start 
by the usage of three accountings of homelessness made by SFI in the years 2007, 2009 and 2011. These 
are used to provide an overview of how many people are affected by the label of being homeless. 
Afterwards, three quantitative studies titled “Psychiatric disorders and mortality among people in homeless 
shelters in Denmark: a nationwide register-based cohort study”, “10 year follow up on mortality among 
users of hostels for homeless people in Copenhagen” and “Homelessness as an independent risk factor for 
mortality: results from a retrospective cohort study” are used to emphasise and describe the mortality 
problem homeless people suffer from. The reason for deciding on using these three studies is that the first 
two are both made in Denmark and covers a timespan from 1991 to 2009. Furthermore, they have similar 
results which make the studies more trustworthy. The last study takes it to a higher level by discussing the 
issue on a global level and considering whether homelessness is an independent risk factor for high 
mortality. Lastly, this section is going to consider the government platform and the government’s homeless 
strategy to enlighten whether enough is done to help out the homeless people in Denmark.  
The second section will describe the Nordic Welfare State Model of Denmark and discuss whether it 
has transformed in a way that is not in favour of the homeless. The discussion will be based on an article 
titled “Has the Nordic Welfare Model Been Transformed?” as this article clarifies and discusses the 
evolution of the Nordic Welfare State.  
In the third section, the cultural/behavioural and materialist/structuralist explanations by Peter 
Townsend and the concept stigma by Erving Goffman will be analysed together with a mostly qualitative 
but also a bit quantitative study titled “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse af eget liv og 
sundhed”. This study is chosen because it provides information of the homeless people’s own experiences 
of a life as homeless in Denmark and the experiences with health. This way it is possible to use stigma to 
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gain a comprehension of the homeless people and some of the structures and mechanisms influencing 
their health situation. 
2.2 ANALYTICAL STRATEGY 
The analytical strategy chosen to unfold this study is the strategy of abduction. The methodology of 
abduction takes point of origin in empirical data and tries to determine the mechanisms and structures 
which is the reason behind the phenomenon observed in the empirical data. Thus the use of qualitative 
data is an important part of the strategy attempting to describe and understand these mechanisms and 
structures but not to formulate theories. 
This study is a literature review where the empirical data used is secondary sources. The aim is to be 
critical to the observed phenomenon and use substantive qualitative data as well as theory to contribute to 
a certain topic. Therefore no new first-hand work has been done in this study.  
Furthermore, in this particular study the analytical strategy of abduction elaborates by using 
empirical quantitative data, where it is inductively deduced that homeless people suffer from a high 
mortality rate in Denmark. Additionally, by proceeding abductively, the underlying mechanisms and 
structures for this issue is described and discussed by using qualitative data and an article concerning the 
welfare state of Denmark.  
2.3 GEOGRAPHICAL COVERAGE OF THE STUDY  
This particular study focuses on Denmark because Denmark has a Welfare State Model. The Welfare 
State Model makes it interesting to explore how it can be that homeless people suffer from a high mortality 
rate and the explanations for this phenomenon. Furthermore, throughout the years, studies have been 
accounting for the high mortality rate and the accessibility of the subject and the empirical data is 
paramount when trying to explain the underlying mechanisms and structures, causing the problem. 
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2.4 INTERDISCIPLINARITY 
The interdisciplinarity of this study is based on political science and sociology. The political science is 
based on the welfare state of Denmark by looking into the Nordic Welfare Model and to scrutinize whether 
the Nordic Welfare Model has been transformed in a way which is not in advantage of the homeless. The 
sociological aspect of the issue is to use Erving Goffman’s theory of stigma to examine whether stigma has 
an influence on the health inequality homeless people are experiencing. This is done together with Peter 
Townsend’s cultural/behavioral and materialist/structuralist explanations of health inequality  
Thus the political science and sociology is used together in an interdisciplinary way in an attempt of 
clarifying the problem from two different perspectives, in order to unfold the problem formulation. 
2.5 CONCEPTUAL DEFINITIONS 
INTRODUCTION 
The conceptual definition of what is understood as homelessness will be explained in this section to 
make a common comprehension of the concept throughout this paper. Thus, there will not be any 
misunderstandings in further discussions of homelessness.  
2.5.1 HOMELESS 
”Homeless are those who do not have disposal of residence or room (owned or rented), but is referred 
to temporary alternative accommodation, or lives temporarily and without contract with relatives, friends 
or acquaintances. Homeless also describe people without residence for the coming night.” 15 16 
The definition of homelessness used in this paper is the same as used in the charting of homelessness 
made by SFI. The definition is based on the ETHOS17-classification and modified into a Danish context. In a 
Danish context it concerns people who:  
• Stay overnight on the street, a stairwell, a shed or similar 
• Stay overnight at a shelter with emergency places to sleep 
                                                          
15 Lauritzen, H. H. et al (2011), p. 19 
16 Translation: “Som hjemløse regnes personer, som ikke disponerer over egen (ejet eller lejet) bolig eller værelse, 
men som er henvist til midlertidige boalternativer, eller som bor midlertidigt og uden kontrakt hos slægtninge, venner 
eller bekendte. Som hjemløse regnes også personer uden et opholdsted den kommende nat.” 
17 European Typology of Homelessness and housing exclusion  
Page 10 of 42 
 
• Stay overnight at an emergency/temporary residential accommodation as shelters or care 
homes 
• Stays at a hotel, hostel or similar due to homelessness 
• Stays temporary and without lease at family, friends or acquaintances’ place 
• Stays at a temporary halfway house or similar without a permanent lease 
• Serves under the Danish Prison and Probation Service and are released within one month 
without a place to live 
• Stays at a hospital/treatment option and are released within one month without a place to live 
• Stays in another unspecified place, could be a trailer or allotment hut 18 19 
Furthermore it is important to notice that there are some exceptions, these exceptions are:  
• People living in a sublet home or lives permanent at some relative’s place 
• People in long-time sheltered residences which could be alternative old people’s home 
• Students who are looking for settlement in another city at commencement of study 
• Young people who wants to move out 
• People who temporarily do not have a home because of fire or similar 
• People who stay at a crisis centre because of violence in the family20 21 
In the discussion of the interview “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse af eget liv 
og sundhed” especially homeless people having a drug or alcohol abuse are the ones being interview and 
discussed. 
  
                                                          
18 Lauritzen, H. H. et al (2011), p. 14 
19 Translation: ”Overnatter på gaden, i trappeopgang, i et skur eller lignende. Overnatter på natvarmestue/værested 
mednødovernatning. Overnatter på akut/midlertidigt botilbud som herberger og forsorgshjem. Opholder sig på hotel, 
vandrerhjem eller lignende pga. Hjemløshed. Bor midlertidigt og uden kontrakt hos familie eller venner/bekendte. Bor i 
midlertidig udslusningsbolig eller lignende uden permanent kontrakt. Afsoner under Kriminalforsorgen, skal løslades 
inden for 1 måned og mangler en boligløsning. Opholder sig på hospital/behandlingstilbud, skal udskrives inden for 1 
måned og mangler boligløsning.” 
20 Ibid, p. 20 
21 Translation: ”Personer, der bor i fremlejet bolig, eller som bor varigt hos pårørende/slægtninge. Personer i botilbud, 
der er beregnet til længerevarende ophold (fx alternative plejehjem og bofællesskaber). Studerende, der søger 
tilflytning til anden by ved studiestart.  Unge, der ønsker at flytte hjemmefra. Personer, der midlertidigt er uden bolig 
på grund af brand eller lignende. Personer, der opholder sig på et krisecenter på grund af vold i familien.” 
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2.6 CHOICE OF THEORY 
INTRODUCTION 
At first, the theory section will be dealing with the relationship between health and inequality to 
emphasise some of the possible explanations of the health inequality which occurs in society. This is used 
to gain an understanding of the situation homeless people are suffering from, which will be used in the 
discussion section to gain a general knowledge of homeless people and why their mortality rate is higher 
than the rest of the population. 
Afterwards, the stigma theory by Erving Goffman will be clarified to understand the kinds of 
mechanisms and structures taking place every day when the homeless are dealing with life and health. In 
the discussion section this is going to be used to gain a comprehension of the lives the homeless people are 
dealing with and the consequences of the stigmatisation. 
2.6.1 THE RELATIONSHIP BETWEEN HEALTH AND INEQUALITY 
INTRODUCTION 
The view upon the relationship between health and inequality will be enlightened with Peter 
Townsend22 together with Nick Davidson23, Douglas Black24 and Margaret Whitehead25 studies upon the 
continuing health inequality in the U.K since 1980. This book, and the explanations used within it, is well-
known explanations which a lot of other studies concerning health inequality have been working with to 
explain the inequality taking place in health. The book “Inequalities in Health: The Black Report” is one of the 
important works where especially Peter Townsend and Nick Davidson elaborates with four common explanations 
upon the relation between health and inequality. The four explanations on health inequalities are: 
• The artefact explanation 
• Natural and social selection 
• The cultural/behavioural explanation 
• The materialist or structuralist explanation 
                                                          
22 British sociologist who was a part of a working group on health inequality in Britain 
23 He was a part of the working group too 
24 British physician who was part of the working group too 
25 British professor holds the W H Duncan Chair of Public Health who was part of the working group too 
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The artefact explanation suggests that the measurement of the relation between social class and 
health could be an error because both social class and health are difficult to measure.26 It indicates that the 
reason that health inequalities remain is because of the reduction of people in the poorest occupational 
classes.27 This paper has chosen not to use this explanation for further investigation because it is proven 
that the health inequality is not only a problem for the poorest occupational classes but also the “skilled” 
classes.28 Furthermore the data on the relationship between health and class has been measured in 
different ways throughout time, in different studies and still the relationship between health and class is 
most likely to have a similar pattern which is the reason this paper does not doubt the relationship 
between health and class. 
The following being natural and social selection explains the health inequality as being the 
opportunities of the healthy and the unhealthy. The healthy individuals is more likely to end up as a part of 
the higher social class with a high economic reward while unhealthy individuals are more likely to end up as 
a part of the lower social class with a low economic reward; this is to explain why the mortality rate is 
higher in the low social class.29 It means that a person suffering from a disease, making him/her unable to 
offer the same labour as a healthy person, will go down the ranking and may have difficulties getting a job 
or may be under-employed. This paper has also chosen not to use this explanation in further investigation 
because the health problems, this paper is concerned with, is not the chronic health problems before being 
homeless but the health problems which occurs because of homelessness. 
The next explanation is the cultural/behavioural one, which suggests that health in social classes is 
determined by the behavioural decisions the individuals chose to make. The lower social class is more likely 
to make irresponsible decisions caused by lack of education and culture.30 This explanation’s ontology is an 
individualistic ontology where the reality is a result of the actors and their actions; it is on a micro-level 
where it is the individuals themselves who are held responsible for their own health-related decisions. 
The last one is the materialist or structuralist explanation concerning the structures in society such as 
the inherent hazards, which some individuals are exposed to, because they simply do not have a choice. 
Thus unhealthy environment is more likely to be a forced part of the lower social class’ lives.31 This 
                                                          
26 Phillimore, P.. (2010). The Black Report. In: The Policy Press The Peter Townsend Reader. Bristol: The Policy Press. 
341-357, p. 348 
27 ibid 
28 ibid 
29 ibid 
30 ibid, p. 352 
31 ibid, p. 349-352 
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explanation’s ontology is a holistic ontology where it is understood that the reality lays ahead the actors: it 
is on a macro-level which concerns the structures of society and the decisions forced on some individuals.  
The two explanations this paper is going to work with are the cultural/behavioural explanation and 
the materialist/structuralist explanation. Firstly, this focus is made because the two explanations chosen 
leads to an interesting approach introducing a discussion of whether it is the actor or the structures of 
society that is responsible for the relation between health and social class which can be seen in the health 
inequality or whether it is both the actor and the structures of society. 
The following section will clarify the conceptual definitions of the cultural/behavioural explanation 
and the materialist/structuralist explanation. 
THE CULTURAL/BEHAVIOURAL EXPLANATION  
The cultural/behavioural theory is based on individuals’ behavioural decisions. Individuals make 
decisions influencing their own or their children’s health; it can be to decide using tobacco or alcohol. 
Furthermore unhealthy eating habits or the lack of exercise is a choice of the individuals themselves. 
Additionally, if the individuals do not make sure to get the preventive health care, vaccinations or 
contraception needed, it is a lack of responsibility of one’s life. Lastly, if the individuals do not pursue health 
care when their health issues become morbid it is a cultural/behavioural issue, meaning the behaviour is a 
free choice of the individuals and the individuals’ responsibility.32 
It means that taking care of one’s health leads to several factors: basic intelligence, formation of skills 
through education and training, physical and mental qualities and dispositions.33 This leads to the 
materialist/structuralist theory upon health inequality, emphasising it is embedded within social structures.  
It will be used in the third part of the discussion, where the cultural/behavioural explanation will 
shed light on the qualitative and quantitative study “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse 
af eget liv og sundhed” to see whether any of the homeless people’s statements contributes to this 
explanation and if it can be used to gain understanding of why the homeless people are suffering from such 
a critical health situation. 
THE MATERIALIST/STRUCTURALIST EXPLANATION  
The materialist/structuralist theory stresses the economic and materialistic circumstances the 
individuals live in. The materialist circumstances include accessibility of housing, resources to access the 
                                                          
32 ibid, p. 352 
33 ibid, p. 352 
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facilities of life, working conditions and the quality of available food. Structurally determined dissimilarities 
in the domains of production and consumption are seen as important factors of the differences in health in 
the social classes.34 
The materialist/structuralist explanation on health inequality emphasises the social determinant of 
health constitutes living conditions that influence the health of the individuals, if the social determinants of 
health leads to some unhealthy living conditions social structures in society forces decisions harming the 
individuals’ health down on the individuals it is no longer a free choice but the society’s responsibility.35 
This explanation will also be used in the third part of the discussion to shed light upon whether any 
of the homeless people’s statements in “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse af eget liv og 
sundhed” contributes to an explanation of the bad health situation as being of economic, materialistic or 
structuralist character.  
2.6.2 THE STIGMATISATION OF HOMELESS PEOPLE 
INTRODUCTION 
This section is deals with the mechanisms and structures taking place when people interact. These 
mechanisms and structures will be described in the light of Erving Goffman with his concept Stigma. Erving 
Goffman is a constructivist being one of the large proponents of symbolic interactionism. Goffman focuses 
on the relationship between actions and structures and thereby he connects the actor and structure 
approach. Throughout, he rejects an individualistic ontology but also a holistic ontology: he does not 
consider the reality as the result of actors and their actions but he do not think that the reality exist ahead 
the actors either. Goffman’s ontology is an interactionist ontology which means he consider the social 
order the result of structural limitations which is affected by the actor and interactionism. Therefore, the 
social order cannot be explained by the motives and interests of the actor or the structures of society.36 
Goffman wrote the book “Stigma: Notes on the Management of Spoiled Identity” (1963) which 
concerns the interactions between normal people and stigmatised people. In this book, he explains how 
stigmatisation occurs and the consequences of having a stigma. 
                                                          
34 ibid, p. 349 
35 ibid, p. 349 
36 Harste, G., Mortensen, N. (2007). Sociale samhandlingsteorier. In: Andersen, H., Kaspersen, L. B. Klassisk og 
moderne samfundsteori. 4th ed. København: Hans Reitzels Forlag. 194-218, p. 214 
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Earlier in the theory section, the cultural/behavioural and materialist/structuralist explanations of 
health inequality were accounted for. This paper is dealing with Goffman’s concept stigma because the aim 
of using Goffman’s stigma is to explain some of the mechanisms behind the two aforementioned 
explanations and an attempt to connect the two explanations consisting of an actor approach and a 
structure approach, where it is the individual’s own fault or the society’s fault, into reconcile where it is 
possible that health inequality is both seen on a micro and macro level.   
In this paper the intention of using Goffman is to shed light upon whether having a stigma influences 
the homeless people’s lives and health situation through the interactions with people in their everyday life 
and with institutions such as the hospital. 
STIGMA AND SOCIAL IDENTITY 
When people interact a categorisation of each person occurs and the social identity is classified 
based on the first appearance. The social identity is two different things: the virtual social identity and the 
actual social identity. The virtual social identity is how one appears to the other person and the assumption 
of what category the person belongs in, whereas the actual social identity is the identity the person really 
possesses.37 If one of the persons possesses a characteristic differing from others in a less desirable way, 
the person will obtain the term stigma seen as an attribute that is really discrediting which can lead to a 
certain stereotype. This stigma is the gap between the virtual social identity and the actual social identity.38 
Goffman accounts for three different types of stigma being:  
• Abominations of the body 
• Blemishes of individual character 
• Tribal stigma 
The “abominations of the body”-stigma is a stigma a person with deformities of the body will obtain, 
furthermore the “blemishes of individual character”-stigma occurs if a person is mentally ill, unemployed, 
alcoholic, homeless or something else which can be seen as imperfections of the person and lastly the 
“tribal”-stigma concerns one’s religion, nation or race.39 
Furthermore, stigma can be seen in two different ways: it can either be the discredited or the 
discreditable. The discredited is when the stigma is obvious and visible to others and the discreditable is 
                                                          
37 Goffman, E. (1963). Stigma: Notes on the Management of Spoiled Identity. Englewood Cliffs: Prentice-Hall, Inc., p. 2 
38 ibid 
39 ibid, p. 4 
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when the stigmatised can hide his stigma to others and chose when others should know about it.40 The 
stigmatised person has a pressure of trying to be socially accepted and a person who cannot occur as 
having a virtual identity as accepted will be stigmatised every time interactions with other people take 
place.  
Both normal people and stigmatised people can be stroked by the uneasiness of the meeting 
between these two because the normal may not know how to react to a stigmatised and the stigmatised 
are not able to know what the normal are really thinking when meeting. It leads to the stigmatised being 
likely to feel that one have to act in a certain way to be accepted.41  
The stigmatised may feel that his privacy is exposed to other people and this is only confirmed when 
normal people are curious about the stigmatised condition and try to use the condition to interact. It is also 
seen that the stigmatised uses the condition to bravado in a hostile way when interacting with other 
people. Either way, the interactions go too far.42  
This awkward situation between the two can have the consequence that especially the stigmatised 
will avoid the interactions with other people. When not interacting with other people, the stigmatised will 
be isolated and may be suspicious of others or depressed.43 
In this paper the homeless people are seen as bearing a “blemishes of individual character”-stigma, 
because of homelessness being perceived as an imperfection. Furthermore, this theory will be used 
together with a qualitative and quantitative study of the homeless people’s own experiences with life and 
health “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse af eget liv og sundhed”. The homeless people 
are being interviewed about their relationship to the health care system and when dealing with the health 
care system, the homeless people are having the stigma of the discredited. Also, the homeless people are 
not able to hide their stigma when interacting with normal people on the homeless shelters or in the street. 
In the discussion, the consequences of the stigma homeless people are dealing with is being analysed and 
the relationship between the responsibility of the homeless people and the structures of society are being 
discussed. .  
  
                                                          
40 ibid, p. 4 
41 ibid, p. 14 
42 ibid, p. 18 
43 ibid, p. 13 
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2.7 CRITIQUE OF THEORY 
At first, Peter Townsend’s two explanations on health inequality, cultural/behavioural explanation 
and materialist/structuralist explanation, can be criticised because they do not consider some of the 
mechanisms which influences the health inequality, such as stigmatisation or power relations. Thus this 
study has chosen to make an attempt in combining these two explanations with Goffman’s concept Stigma 
which describes some of the underlying mechanisms when interactions take place.  
At last, Erving Goffman’s concept Stigma can be criticized because it does not account for how the 
self should be understood. The interactions have been described as some sort of game, where the role of 
the self is to impress the other person and achieve as many benefits as possible, whereas other times 
Goffman shows a profound respect for the stigmatised who keeps a good sense-of-self, in spite of the 
problems they experience. Stigma does not provide a picture of stigmatised who keep being themselves 
and it is to make a very general picture to say that every homeless person wants to hide his stigma and 
impress other people. It is possible that some continue to just be themselves and focus on their personal 
identity.44 
2.8 DATA 
INTRODUCTION 
The data section will present five areas of empirical data which will be used throughout this paper to 
enlighten the problem definition. 
At first, the data collected are SFI reports accounting for homelessness in Denmark in the years 2007, 
2009 and 2011. They are included to see if the homeless strategy shows a difference in the amount of 
homeless and how the homeless situation have been the last couple of years.  
Secondly, the use of three quantitative studies stating the mortality problem is used to indicate what 
the problem is actually consistent of.  
Thirdly, an article which discusses the Nordic Welfare Model to see if it has been through a 
transformation is used.  
                                                          
44 Harste, G. & Mortensen, N. (2007) 
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Fourthly, the government platform and the homeless strategy will be used to emphasise the 
government’s point of view when it comes to socially vulnerable groups and the initiatives 0done by the 
government to diminish the high mortality problem among homeless. 
Lastly, a study being a quantitative and qualitative study where the socially vulnerable groups get a 
chance of telling about their lives and health experiences is used. 
2.8.1 AN ACCOUNTING OF THE HOMELESS SITUATION IN DENMARK 
SFI’S MAKING UP HOMELESSNESS 
SFI made three books accounting for the homeless situation in Denmark week 06 of 2007, 2009 and 
2011. The titles of the books are “Hjemløshed i Danmark 2007”45, “Hjemløshed i Danmark 2009”46 and 
“Hjemløshed i Danmark 2011”47 and they are going to be used as comparative data where it can be seen if 
the homeless situation is reduced by the initiatives as the homeless strategy to see if it has any significance. 
The books only account for the homeless situation in week 06 and not for the entire year, and 
furthermore, the definition of homelessness has changed a bit throughout the years. 
The results of the accounts cannot be matched one hundred per cent, but it shows that in the year 
2007, a number of 5253 people were seen as homeless, in 2009 it was 4998 people who were homeless 
and lastly, in 2011, there were 5290 homeless people. If you remove the categories changed throughout 
time and only use the categories which can be matched, it shows that in 2007 it was 4456, in 2009 it was 
4567 and in 2011 it was 4802. This indicates that no matter how it is twisted, the number of homeless 
people have increased over the years in the week 06. 
2.8.2 QUANTITATIVE DATA ON THE MORTALITY PROBLEM AMONG HOMELESS PEOPLE 
10 YEAR FOLLOW UP STUDY ON MORTALITY AMONG USERS OF HOSTELS FOR HOMELESS PEOPLE IN 
COPENHAGEN  
Department of Psychiatry, Bispebjerg Hospital, made a 10 year follow up study48 from 1991 following 
579 homeless people staying in a hostel in Copenhagen and a representative sample with 185 homeless 
people staying in the aforementioned hostel and another hostel. Afterwards, both samples were traced 
                                                          
45 Christensen, I., Benjaminsen, L. (2007). Hjemløshed i Danmark 2007. National Kortlægning. København: 
BookPartnerMedia A/S  
46 Benjaminsen, L. (2009). Hjemløshed i Danmark 2009. National Kortlægning. København: Schultz-Grafisk A/S 
47 Lauritzen, H. H. et al (2011) 
48 Nordentoft, M. & Wandall-Holm, N. (2003)  
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through the Danish Civil Registration System and the Cause of Death Registry in 2002 to find out what 
happened to the participants and comparing the results to the rest of the population.  
The aim of the study was to investigate mortality among homeless people staying at hostels in 
Copenhagen and to identify the different predictors of death. It could be to identify the conditions during 
abuse of drugs or alcohol, mental illness or upbringing.  
The standardised mortality ratio49 was mean 3.8 for both genders. If identifying the different causes 
of death then the standardised mortality ratio changes, if the cause of death is suicide then the 
standardised mortality ratio is mean 6.0, if the cause of death is unintentional injuries the mortality ratio is 
14.6, if the cause of death is unknown the mortality ratio is 62.9 and lastly, if the cause of death was natural 
then the mortality ratio was 2.6. This indicates that the mortality ratio of homeless people staying at 
hostels in Copenhagen is significantly high; compared to the rest of the population, the risk of dying is 4-
fold if one is homeless.  
The mortality rate among the younger age groups and the women is increased even more. 
Furthermore, abusing drugs or alcohol or suffering from a mental illness also leads to an increased 
mortality ratio.  
It is important to be aware that it is a specifically chosen part of the homeless population and not all 
of the homeless population. 
PSYCHIATRIC DISORDERS AND MORTALITY AMONG PEOPLE IN HOMELESS SHELTERS IN DENMARK: A 
NATIONWIDE REGISTER-BASED COHORT STUDY 
Mental Health Centre Copenhagen and Faculty of Health Sciences, University of Copenhagen made a 
study50 in the time period Jan 1st 1999 - Dec 31st 2009 following 32711 homeless people since their first 
time in the Homeless Register and through the Psychiatric Central Register and the Cause of Death Registry.  
The idea behind the study was to explore the expected lifespan, risk factors of mortality among 
homeless people and lastly, the homeless people’s contact to the mental health care centres. 
The study documents that the lives of homeless people are reduced by several years; men’s lives are 
reduced by mean 22 years and women’s lives are reduced by mean 17 years. Illness or drug abuse was 
observed in 60 % of the cases and in 10 % of the cases both mental illness and drug abuse was present.  
                                                          
49 The ratio of observed deaths to expected deaths, if the standardized mortality ratio is 1 then it is the same as 
expected deaths 
50 Nielsen, S. F. et al (2011) 
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When either drug abuse or both drug abuse and mental illness is present, the risk of mortality is for 
women 70 % more likely and 40 % for men, compared to homeless people without a drug abuse or drug 
abuse and mental illness. 
The cause of death is compared to men and women with a home more often suicide and accidents – 
overdose, traffic accidents and fall accidents is 19 times more frequent for homeless women and 12 times 
more frequent for homeless men. Furthermore, suicide is 15 times more frequent for homeless women and 
7 times more frequent for homeless men.  
It is important to note that the study only has data about homeless people being in contact with 
these registers. It does not say anything about homeless people seeking help at their own doctor or 
homeless people who have never been in any of the registers.  
HOMELESSNESS AS AN INDEPENDENT RISK FACTOR FOR MORTALITY: RESULTS FROM A RETROSPECTIVE 
COHORT STUDY 
This study51 is carried out in Glasgow (Scotland), observing 6323 homeless people and 12451 of the 
general population in retrospective the year 2000 and afterwards making a five years old follow up study 
until the year 2005. In this time period a number of 209 (1.7 %) of the observed general population died 
and 457 (7.2 %) of the observed homeless population died. The age of death among non-homeless women 
was 51 and non-homeless men were 54 whereas homeless women’s age of death was 37 and homeless 
men being 42 years old. 
It was based on eight large cohort studies, where three is from American cities, two are from Europe, 
being England and Denmark (Copenhagen), two are from Canada and one is from Australia. It states that 
the mortality rate in Copenhagen is similar to the mortality rate of New York and Sidney. 
The aim of the study was to explore whether the high risk of mortality among homeless people is 
because of socio-economic reasons, higher prevalence of morbidity or if homelessness is an independent 
risk factor for morbidity.  
It claims that homelessness increases the mortality and emphasises that homeless people are in high 
prevalence of morbidity and homelessness is an independent risk factor of mortality from some specific 
causes. An example could be patients hospitalised for drug-related conditions. If the patient is homeless, 
the risk of death is seven times greater. Furthermore patients with circulatory diseases are in double risk of 
                                                          
51 Morrison, D. S. (2009) 
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death if they are homeless and patients with respiratory diseases are in triple risk of death if they are 
homeless.  
It is important to be aware that the study has several limitations. It is only a study with homeless 
people who use the local authority services and it is not possible to track whether the homeless people 
continues to be homeless. Furthermore, it is possible that some kinds of homelessness brings an even 
greater risk of mortality, an example could be the homeless sleeping in the streets.  
2.8.3 DISCUSSION OF THE NORDIC WELFARE STATE 
HAS THE NORDIC WELFARE MODEL BEEN TRANSFORMED?  
The article “Has the Nordic Welfare Model Been Transformed?” 52 written in the year 2011 by Jon 
Kvist and Bent Greve states that the Nordic Welfare Model is undergoing a fundamental transformation 
and is going towards a more dualistic and individualistic welfare state. The country they have chosen to 
focus on is Denmark, as they consider Denmark as the representative of the Nordic Welfare Model and 
their understanding of the welfare state is:  
“The literature on the Nordic welfare model indicates a number of constitutive elements. These 
include comprehensive state responsibility, universal coverage, individualism, high employment, equality of 
opportunities and results, high quality (public) services, high generosity, a decentralised organisation, strong 
social partners, a tradition of social dialogue, and some corporatism.”53 
To enlighten this situation, they go through 4 important values of the Nordic Welfare Model which 
have been changed throughout the years. The 4 areas are:  
• Policies for families with children  
• Policies for unemployed 
• Policies for ill 
• Policies for old 
By examining these areas they show that the characteristics of the welfare state is still the same, but 
it is undergoing some structural corrections and a new understanding of the welfare state as it used to be.  
  
                                                          
52 Kvist, J., Greve, B. (2011). Has the Nordic Welfare Model Been Transformed?. Social Policy & Administration. 45 
(146-160) 
53 ibid, p. 148 
Page 22 of 42 
 
2.8.4 THE ATTITUDE OF THE GOVERNMENT TOWARDS HOMELESSNESS 
THE GOVERNMENT PLATFORM 
In October 2011 the government platform was announced, a section describes what the thoughts of 
the government is when it comes to vulnerable groups such as homeless people. The following part was 
written showing their concern towards the vulnerable groups and an interest in improving the living 
conditions of these people: 
”The most vulnerable groups deserve special attention. The government wants to make up 
with the marginalization, exclusion and undignified living conditions. Therefore, the government will 
make concrete initiatives to reduce the high mortality among addicts on the streets in e.g. 
Copenhagen and ensure a better effort to women in prostitution and people who live as homeless. 
Individuals must be surrounded by respect, demand and solicitude. Socially vulnerable citizens must 
be surrounded by the necessary legal rights, thus the cooperation between the individual citizen and 
the communal and social work should be simplified and improved.  The government is also eager to 
ensure increased user influence for vulnerable groups and will therefore make an initiative to create 
further councils for the vulnerable groups in the municipalities.”54 55 
THE GOVERNMENT’S HOMELESS STRATEGY 
The homeless strategy56 financed by the rate adjustment pool parties57 is a programme made to 
reduce the homelessness in Denmark. The programme extends over the time period 2009 until 2012. 
Furthermore, the participating municipalities have the possibility of extending the time period until 1st of 
September 2013. The rate adjustment pool parties earmarked 500 million DK to the homeless strategy. 
The participating municipalities are Albertslund, Esbjerg, Frederiksberg, Høje-Taastrup, København, 
Odense, Randers and Aarhus, being some of the municipalities having the worst homelessness problems in 
Denmark. Each municipality made a homeless plan wherein the individual concrete goals are written down. 
                                                          
54 Et Danmark, som står sammen (2011), p. 49 
55 Translation: ”De mest udsatte grupper fortjener en særlig opmærksomhed. Regeringen ønsker at gøre op med både 
marginalisering, udstødelse og uværdige livsbetingelser. Regeringen vil derfor tage konkrete initiativer til blandt andet 
at nedbringe den store dødelighed blandt misbrugere på gaden i blandt andet København samt sikre en bedre indsats 
over for kvinder i prostitution og mennesker, der lever som hjemløse. Det enkelte menneske skal være omgivet af både 
respekt, krav og omsorg. Socialt udsatte borgere skal være omgivet af den nødvendige retssikkerhed, hvorfor 
samarbejdet mellem den enkelte borger og den kommunale og sociale indsats skal  forenkles og forbedres.  
Regeringen er endvidere optaget af at sikre øget brugerindflydelse for udsatte grupper og vil derfor tage initiativ til at 
oprette flere udsatteråd i kommunerne.” 
56 Anonymous (2009) 
57 Social- og Integrationsministeriet (n.d.). Satspuljen. Available: http://www.sm.dk/Puljer/satspulje/Sider/Start.aspx. 
Last accessed 30th May 2012. 
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The important goals in the long run are the following:  
• No citizens shall live a life in the streets 
• No young people should stay at a care home, but are offered other solutions 
• Stays in care homes or shelters should not last more than 3-4 months for citizens ready to move into 
their own homes with the necessary support 
• Release from prison or discharge from available treatment options or hospital should require a 
solution to the housing situation58 59 
The remaining municipalities have the possibility of applying for resources to work with the housing 
offers and in 2010 both Aalborg, Guldborgsund, Herning, Horsens, Hvidovre, Næstved, Svendborg, Varde 
and Viborg applied and got some more resources to work with the housing facilities. 
The efforts made in the homeless strategy will be used to develop and document some methods 
making a difference on the homelessness issue; additionally the rest of the municipalities will get the 
methods and the experiences from the homeless strategy to make a fundament for reducing the 
homelessness in Denmark. 
2.8.5 STUDY OF HOMELESS PEOPLE’S EXPERIENCES ON HEALTH 
A quantitative and qualitative study titled “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse af 
eget liv og sundhed”60 is made by the council of socially vulnerable groups to explore what the socially 
vulnerable groups themselves think about the health situation they are dealing with. This study is going to 
be used to analyse what the solution to the problem should be based on their declarations. 
This study is based on the socially vulnerable groups of society and in this situation, this group is the 
homeless people, the alcoholics, drug addicts, mentally ill people and prostituted women, but it still 
contributes to an understanding of the feelings these people included homeless people go through when 
they do not have the same opportunities as the rest of the society.  
The study is a part of a bigger study consisting of three parts; the first part was made in 2007, 
analysing studies already made, to gain knowledge about what is already known about the socially 
                                                          
58 Rambøll (2009), p. 6 
59 Translation: ”1. Ingen borgere skal leve et liv på gaden.  2. Ingen unge bør opholde sig på forsorgshjem, men 
tilbydes andre løsninger. 3. Ophold på forsorgshjem eller herberger bør ikke vare mere end 3-4 måneder for borgere, 
der er parate til at flytte i egen bolig med den fornødne støtte. 4. Løsladelse fra fængsel eller udskrivning fra 
behandlingstilbud eller sygehus bør forudsætte, at der er en løsning på boligsituationen.”   
 
60 Pedersen, P. V. (2009). Dårligt liv - dårligt helbred. København: Rådet for Socialt Udsatte. 
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vulnerable groups’ health. Second part was made in 2008, named “SUST UDSAT – Sundedsprofil for socialt 
udsatte i Danmark 2007” consisting of a survey made at the different shelters and places where the people 
came; this to gain detailed knowledge about how the situation was and to compare the results with the 
rest of the population on different parameters, ending up showing that this group of people was suffering 
more at all the parameters. The third part of the study was qualitative interviews with some of these 
people, to gain a more nuanced idea of the results of the survey and, furthermore, to go let the people 
share their health experiences. 
The third part is the part this paper is dealing with and it is backed up with some conclusions from 
the second part of the study. There were 25 interviews with the socially vulnerable groups from 
Copenhagen, Aalborg and Sakskøbing. It is important to remember the fact that the socially vulnerable 
groups have the power to only tell the stories they want to be heard and only tell the stories from their 
point of view.  
2.9 CRITIQUE OF EMPIRICAL DATA 
At first, the section “An accounting of the homeless situation in Denmark” is criticised because of the 
fact that the amount of homeless people in 2007, 2009 and 2011 is only counted in the week 06, therefore 
it does not provide one with the overall amount of homeless throughout the whole year. It means that it is 
possible that the amount of homeless people differs throughout the year and that not all of the homeless 
are measured. Thus it only provides a snapshot of the homeless situation in the years. 
Secondly, the section “Quantitative data on the mortality problem among homeless people” is 
criticised because the measurement limitations throughout the quantitative studies. It can be difficult to 
measure the amount of homeless people and show a general tendency when it is only possible to measure 
the homeless who are known by the register and not possible to study all of the homeless people. Further 
two of the quantitative studies have decided to focus on a specific amount of homeless.  
Thirdly, the section “Discussion of the Nordic Welfare State” can be criticised because the focus is 
primarily on some specific policy areas therefore it only provides an overview of the changes within these 
fields but it still contributes to a general picture of some of the transformations within the Danish welfare 
state.  
Fourthly, the section “The attitude of the government towards homelessness” provides some facts 
on the governments intentions and initiatives.  
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Lastly, the section “Study of homeless people’s experiences on health” can be criticised because the 
homeless tell their own stories but the stories are not necessarily the whole truth. Furthermore, it focuses 
on the socially vulnerable group which means also drug abusers and alcoholics but mostly homeless people 
or homeless people being drug abusers or alcoholics. Additionally, it is both a quantitative but mostly 
qualitative study which means that the study tries to provide a quantitative basis for the qualitative study 
to make it both broad by asking a lot of people some questions which they cannot deepen and deep by 
asking a smaller amount of people about questions which this group can deepen. Thus, the study tries to 
provide the most general picture of the experiences of homeless people but it does not have to be this way 
every single homeless experiences their lives and health. 
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3.0 DISCUSSION 
THE MORTALITY PROBLEM HOMELESS PEOPLE SUFFER FROM 
The total number of homeless people in Denmark is not accounted for but to estimate the number of 
homeless people SFI have made a charting of homelessness in the week 06 of 2007, 2009 and 2011. Since 
the year 2007 there have been a small increase of homeless people in week 06 from 5253 (2007), to 4998 
(2009) and ending up with 5290 (2011) homeless people.61 It is important to notice that the numbers 
cannot be compared 100 per cent. To make the numbers the most comparable, some of the homeless 
people will be omitted and the numbers will be 4456 (2007), 4567 (2009) and 4802 (2011). This means that 
either way the estimated number of homeless people will have increased from the year 2007 till the year 
2011.62 To see how they are divided among the different categories this table gives an overview:  
TABLE 1 LAURITZEN, H. H. ET AL (2011), P. 35 
  2007 2009 2011 
Street 552 506 426 
Night shelter -   355 283 
Shelter 2.269 1.952 1.874 
Hotel 110 88 68 
Family/Friends 1.025 1.086 1.433 
Halfway house 355 164 227 
Prison and Probation Service 219 86 88 
Hospital 223 172 173 
Other 165 316 367 
Unspecified 335 273 351 
Total 5.253 4.998 5.290 
 
It is noticeable that the reason for the increase is because of more people staying at relative’s place 
or people who are places that are not accounted for. The rest of the categories have actually experienced a 
decrease of the amount of people. Important to remember is that these homeless people is only the 
homeless who have been in contact with some kind of authority, which means it is not all of the homeless 
who are actually accounted for.63 
                                                          
61 Lauritzen, H. H. et al (2011), p. 34-36 
62 ibid 
63 ibid, p. 33 
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By looking into the homeless situation in week 06 of 2011 it shows the most accurate picture of the 
homeless situation Denmark is dealing with today. In this week, 426 people were sleeping in the street, 
being the same as 8 per cent of the total number, furthermore among the 426 people sleeping in the 
street, some of them found another place to sleep some of the days in week 06 but not all of the days – 
127 slept at night shelters, 56 slept at shelters and 142 slept at relatives’ or friends’ places, whereas these 
friends could be others having an abuse if they did themselves. This indicates that a total number of 144 
slept in the street all of the week.64 Henceforward, a total of 283 people slept at night shelters equal to 5 
per cent, among these 93 have been using shelters too and 98 have been sleeping at relatives’ or friends’ 
places. When looking at the shelters a number of 1,874 equal to 35 per cent were using these being the 
largest group, but the number were even higher because some of the homeless sleeping in the street also 
came to sleep at shelters sometimes. The next category is homeless who slept at hotels and only a number 
of 68 equal to 1.3 per cent slept at hotels or similar. Additionally a number of 1,433 people were sleeping at 
relatives’ or friends’ places, which is equal to 27 per cent of the homeless people, being the second largest 
group. Among the homeless 227 equal 4 per cent are in halfway houses. In addition, only 88 equal 1.7 per 
cent serve under the prison and probation service where they are released in one month without having a 
place to go and 173 people equal 3 per cent are in the same situation, just at hospitals. Lastly, 778 equal to 
13.5 per cent of the homeless are in the categories other and unspecified.65 
This clearly indicates that a lot of the homeless are moving around in the categories which mean the 
table do not show the whole truth about homelessness. It is shown that the reason for the increase in 
homelessness is because more people stay at a relatives’ and friends’ place, but it is also shown that a lot of 
the homeless people move around; sometimes sleeping at the streets, sometimes at shelters and 
sometimes at others’ places which means that it is not possible to say whether the significant increase is 
because people live at their family’s place or if they just did in week 06 when SFI made this account of 
homeless people. Therefore, to clarify the mortality problem homeless are suffering from the use of studies 
made on homeless shelters will be accounted for.  
Studies have shown that the mortality rate of homeless people is significantly higher among the 
homeless population than the rest of the population. This means that a lot of homeless people are suffering 
from bad health and bad health conditions. In fact, their lives are reduced by respectively 22 years as a man 
and 17 years a woman66 and they have mean 3.8 times higher risk of dying from different causes of death.67 
                                                          
64 ibid, p. 32 
65 ibid, 33 
66 Nielsen, S. F. et al (2011), p. 2205 
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Furthermore, it is not a rare sight that a lot of the homeless people do have a mental illness, are drug 
abusers or alcoholics.68 69 When looking at the study “Psychiatric disorders and mortality among people in 
homeless shelters in Denmark: a nationwide register-based cohort study” an amount of 14281 out of 23040 
men had a mental illness, and 11286 of the men had an abusive diagnosis. In addition, 5632 out of 9671 
women had a mental illness, and 3564 of the women had an abusive diagnosis. Out of the total who 
participated in the study, 3839 men died and 951 women died.70 Furthermore, more than 60 per cent of 
the men registered in the Danish Homeless Register were also registered in the Danish Psychiatric Central 
and a little less than 60 per cent of the women registered in the Danish Homeless Register were also 
registered in the Danish Psychiatric Central. Also, 10 per cent had both a mental illness and a drug abuse. 
When having this double diagnosis the risk of dying is 40 per cent more often seen for men and 70 per cent 
more often seen for women than the rest of the population.71 
Henceforward when looking into the different causes of death from then it is clearly that the 
homeless people are in a much higher risk of dying in a lot of different categories of death causes. They are 
6 times more likely to die from suicide, 14.6 times more likely to die from unintentional injuries, 62.9 times 
more likely to die for unknown reasons and 2.6 times more likely to die from normal causes.72  
This is not only a phenomenon in Denmark; homeless people suffering from a high mortality rate are 
seen all over the world and studies have been made throughout time to account for the problem. Some 
people even claim that homelessness itself is an independent risk factor for high mortality. This is explained 
by looking into the fact that homeless people are exposed to an even higher risk of dying in spite of having 
the same morbidity as a person who is not homeless.73An example could be, as mentioned earlier, if two 
people where at hospital for drug related conditions – if one was homeless and the other was not, then the 
homeless person would be 7 times more likely to die from the condition.74 This can be questioned because 
not all types of homelessness are equally bad, but homeless sleeping on the street must be the type 
accounted for in this example. 
The either good or frightening part of the aforementioned is that the data on the high mortality rate 
among homeless people is only for the homeless who have been in contact with the system and because it 
                                                                                                                                                                                                 
67 Nordentoft, M. & Wandall-Holm, N. (2003), p. 83 
68 ibid 
69 Nielsen, S. F. et al (2011), p. 2205 
70 ibid 
71 ibid, p. 2209 
72 Nordentoft, M. & Wandall-Holm, N. (2003), p.81 
73 Morrison, D. S. (2009), p. 4-5 
74 Morrison, D. S. (2009), p. 4-5 
Page 29 of 42 
 
can be difficult to measure the amount of homeless these statistics could look either better or worse if all 
homeless were accounted for. 
This emphasises the mortality problem homeless people are suffering from and also the government 
are aware of this problem. In the new government platform they expressed their concern about the socially 
vulnerable groups writing: 
”The most vulnerable groups deserve special attention. The government wants to make up with the 
marginalization, exclusion and undignified living conditions. Therefore, the government will make concrete 
initiatives to reduce the high mortality among addicts on the streets in e.g. Copenhagen and ensure a better 
effort to women in prostitution and people who live as homeless. Individuals must be surrounded by respect, 
demand and solicitude. Socially vulnerable citizens must be surrounded by the necessary legal rights, thus 
the cooperation between the individual citizen and the communal and social work should be simplified and 
improved.  The government is also eager to ensure increased user influence for vulnerable groups and will 
therefore make an initiative to create further councils for the vulnerable groups in the municipalities.”75 76 
 The government platforms show an interest in solving the problem by making concrete initiatives to 
reduce the high mortality rate which is one of the large problems they want to cope with. The government 
wants to focus more on the socially vulnerable groups and increase the cooperation between the socially 
vulnerable group and the communal and social work where also the social vulnerable group will be heard. A 
strategy coping with homelessness was financed for a time span of 3 to 4 years, from 2009 until 2012 or 
2013.77 The participating municipalities are Albertslund, Esbjerg, Frederiksberg, Høje-Taastrup, København, 
Odense, Randers and Aarhus. Furthermore, in 2010 Aalborg, Guldborgsund, Herning, Horsens, Hvidovre, 
Næstved, Svendborg, Varde and Viborg joined in on the strategy.  
The aim with the homeless strategy is to use a method where housing the homeless people is the 
most important thing to do, because they see it as a way of trying to reduce the problems homeless people 
                                                          
75 Et Danmark, som star sammen (2011), p. 49 
76 Translation: ”De mest udsatte grupper fortjener en særlig opmærksomhed. Regeringen ønsker at gøre op med både 
marginalisering, udstødelse og uværdige livsbetingelser. Regeringen vil derfor tage konkrete initiativer til blandt andet 
at nedbringe den store dødelighed blandt misbrugere på gaden i blandt andet København samt sikre en bedre indsats 
over for kvinder i prostitution og mennesker, der lever som hjemløse. Det enkelte menneske skal være omgivet af både 
respekt, krav og omsorg. Socialt udsatte borgere skal være omgivet af den nødvendige retssikkerhed, hvorfor 
samarbejdet mellem den enkelte borger og den kommunale og sociale indsats skal  forenkles og forbedres.  
Regeringen er endvidere optaget af at sikre øget brugerindflydelse for udsatte grupper og vil derfor tage initiativ til at 
oprette flere udsatteråd i kommunerne.” 
77 Anonymous (n.d. c). Om Hjemløsestrategien. Available: 
http://hjemlosestrategien.ramboll.dk/om%20hjemlosestrategien. Last accessed 30th May 2012. 
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are suffering from. In addition to the housing projects, they give the individual person the support and help 
they need to get them the right way in life.78  
The methods being used is:  
• Assertive Community Treatment (ACT) 
The assertive community treatment focuses on the person’s needs and wants. It is a holistic 
multidisciplinary approach which can be provided to all types of homeless people. The aim is to make a 
team which can provide the person with, for an example, guidance, mental help or abusive help with an 
abuse.79 
• Individual Case Management (CM) 
The individual case management is where the person will be given a contact person, who helps the 
person with getting the help needed and make sure the person have someone who can provide the person 
with an overview of the situation.80 
• Critical Time Intervention (CT) 
Critical time intervention is help being provided over 9 months when the person is moving from a 
shelter, hospital, prison or similar into own home. The person will be followed in 9 months where more 
responsibility is given to the person throughout the time.81 
Furthermore, the idea with the homeless strategy is to make sure that people who are released from 
hospital or prison have a place to go, to help homeless people with getting an overview and a plan for the 
future and lastly to go out and make contact to the homeless and offer help.82 
In spite of the good intentions, the SFI accountings still show an estimated increase among homeless 
people in the time span where this homeless strategy have been launched. This indicates that not enough is 
done to help the homeless people in spite of having financed a strategy. Apparently more have to be done 
                                                          
78 ibid 
79 Anonymous (n.d. d). Assertive Community Treatment. Available: 
http://hjemlosestrategien.ramboll.dk/metoderne/assertive%20community%20treatment. Last accessed 30th May 
2012. 
80 Anonymous (n.d. e). Individual Case Management. Available: 
http://hjemlosestrategien.ramboll.dk/metoderne/individual%20case%20management. Last accessed 30th May 2012. 
81 Anonymous (n.d. f). Critical Time Intervention. Available: 
http://hjemlosestrategien.ramboll.dk/metoderne/critical%20time%20intervention. Last accessed 30th May 2012. 
82 Anonymous (n.d. g). Metoderne. Available: http://hjemlosestrategien.ramboll.dk/metoderne. Last accessed 30th 
May 2012. 
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if this problem is going to be decreased and it does not seem realistic to change the whole situation in just 
one year from now with the homeless strategy. Therefor this paper is going to look into how it can be that 
not more is done, when the government is aware of the problem and have the right intentions. 
THE WELFARE STATE OF DENMARK 
The welfare state model in Denmark is the Nordic Welfare Model being a part of the Social 
Democratic Model which means that all of the Nordic countries have the same welfare state model with 
the same set of basic values. The Nordic countries do not necessarily approach everything in the welfare 
state the same way but the approach is very similar.83  
The Nordic Welfare Model is based on a strong social cohesion as the political goal and the core 
values of the society is social solidarity, equal opportunities and security for every single one, which means 
that everyone have social rights and everyone should have the same opportunities of education, and 
culture as well as health services. Therefore, gender equality is very important and by everyone also socially 
vulnerable groups are included.84 Furthermore, a tight connection between the policies on the labour 
market and the welfare is made and equal opportunities for everyone to be a part of the society and 
decision making are provided. The Nordic Welfare Model tries to equalise rich and poor and it is primarily 
financed by high taxes.85 Some of the areas where Denmark differs from the other countries are the 
involvement of the private sector to provide better welfare and the assimilation of the immigrant policy. 
Furthermore, flexicurity scheme is part of the Danish welfare state, where it is easy for the employer to fire 
the employed but the employed also has a safety net ensuring the employed to get compensation when 
being unemployed.86 
The values of the Nordic Welfare Model show that the socially vulnerable groups should be equal to 
the rest of the population and have the same opportunities, therefore the reason for the homeless people 
to have such bad conditions will be enlightened throughout a discussion of whether the welfare state of 
Denmark have changed. 
The most important thing in the Nordic Welfare Model is to equalise people, but policies have been 
made throughout the years contributing to further inequality.87 The gap between poor and rich has 
                                                          
83 Anonymous. (n.d. b) 
84 ibid 
85 ibid 
86 ibid 
87 Kvist, J., Greve, B. (2011), p. 147 
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increased, where an increase of rich people and poor people has been seen and the amount of people 
getting middle incomes has decreased.88 
One of the areas which are changing is the universal child care area, which was meant to be high 
quality day care to an affordable price and also families with many children would get child family benefits, 
but now a cut in the child benefits are taking place until 2020 where it will expire totally. This means that an 
amount of 6,000 people will be in a risk group of poverty.89 
Furthermore the flexicurity scheme has shown changes towards a work first approach; where, for an 
example, a couple loses the benefits of social assistance if each of the persons does not work at least 450 
hours in a 2 year period. If this cannot be fulfilled the couple are only allowed to get one social assistance 
benefit. This is a problem for families where one of the adults is a stay-at-home parent.90  
Additionally, the health care system is based on easy and equal opportunities for everyone, but it is 
possible to pay for private insurances if you have the resources of doing this. This means that policyholders 
can skip the public waiting list and go to a private hospital instead. Therefore, there are equal opportunities 
for going to the public hospital but people who have a private insurance have other opportunities than the 
rest.  This do not necessarily indicates inequality in the public health care system but there is a societal 
inequality when dealing with health.91  
Lastly, there have been a cut in policies for the old people. The goals with the pension system were 
to ensure some income compensation and to make sure that old people could live in a way that was 
normally accepted and not in poverty. In spite of this it is shown that if old people wants to have a decent 
life it is acquired to have an occupational-based labour market pension because the national pension do 
not provide the old people with enough resources.92 Furthermore the retirement age is pushed towards 67 
years which is only in favour of the privileged and the private pensions are mostly in favour of people who 
have had a high income.93 
Overall the welfare state of Denmark is moving towards being more dualistic and individual which do 
not provide equality. The people with fewer resources do not have equal opportunities to the people with a 
lot of resources. This could be one of the explanations why the gap between rich and poor is getting bigger. 
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The original goals of the welfare state are being slackened and the socially vulnerable groups do especially 
not have the same power to maintain a good living standard. Therefore if the welfare state does provide a 
more individualistic and dualistic approach then the security net to ensure people from poverty will get 
more and more weak and the homeless group will be in risk of increasing. 
In Denmark, homelessness is not prevented but treated. This means that people do not get help 
before they are homeless and thereby it is not possible to cope with homelessness because people have to 
end up homeless before getting some help.94  
This could be one of the reasons why the high mortality rate of homeless people can be present in a 
country as Denmark, simply because the reduction in resources to ensure a good living standard is being 
cut back and the inequality among the population is increasing into some people having better 
opportunities than others. The possibilities of using the public hospitals are still equal to everyone and 
therefore the next discussion will be examining whether there can be other explanations for this 
phenomenon to take place in Denmark, than just the transformation of the Nordic Welfare Model. 
THE STIGMATISATION OF THE HOMELESS 
The socially vulnerable groups have various experiences with their lives and their health. When 
asking about their health most of them tell about various health problems such as; hepatitis c, blood clots, 
HIV, stomach ulcers, strokes, hearth problems, respiration problems, osteoporosis, degenerative joint 
disease, cataract, diabetes, epilepsy, asthma, allergy, erysipelas, infections and wounds, force damages, fall 
accidents damage and a bad memory. Furthermore, they do not doubt that it is because of the lives they 
have lived.95 This of course indicates that it is important these people get some help from the health system 
and therefore this section is going to explore some of the reasons why they do not get all the help needed 
to make sure they do not suffer from the high mortality rate. 
At first, it seems they already accepted that because of the lives as homeless or part of the socially 
vulnerable group they simply just do not get to live as long as the rest of the population. This is 
substantiated by the following declarations: “(…) we will all die at some point. However it is self-inflicted. I 
cannot blame anyone. That is how it is. Then I just have to see how long time I have.”96 97and ”It is rare that 
a hardened addict turns more than 50. I know I am not going to be that old. I know.”98 99 
                                                          
94 Vallgårda, S. (n.d.). Social ulighed i sundhed – et mangetydigt fænomen. Available: 
http://www.kritiskdebat.dk/articles.php?article_id=101. Last accessed 30th May 2012. 
95 Pedersen, P. V (2009), p. 14 
96 Ibid, p. 29 
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In the two aforementioned statements, they blame the fact that they do not live as long on the 
decisions they have made throughout life. To enlighten these opinions the cultural/behavioural explanation 
will be used together with some of the declarations from the interview.  
The homeless who also have some kind of abuse are more inclined to choose in a way that neglects 
their health, an example could be if they suffer from tooth pain then they just take some more drugs to 
relieve the pain.100 “(..) Tooth pain every day. (…) It did not matter, I just took some more dope, and then I 
could not feel the pain. (..)”101 102 and when evaluating on own health one said: “Really bad. But I cannot 
really feel it because I… smoke heroin.”103104 This clearly point towards a lack of responsibility of own life, 
just as stated in the cultural/behavioural explanation. Some do not take their own health problems 
seriously enough and then decide to continue the unhealthy life: “It is about the respiration and shit like the 
amount you have been drinking… and then you smoke a lot of these (cigarettes). Yes, when I was living on 
the streets then it was around 80 cigarettes in one day. Every day. (…)” 105 106 But still some of them take 
responsibility and when they think something is seriously wrong, then they make sure that the doctor finds 
out what it is, even if the doctor consider it as being unnecessary.107 One of the interviewed felt that 
something was wrong in his throat but two doctors at the same place said nothing was wrong, so he ended 
up changing doctor and found out that he was suffering from cancer in the throat.108 Another one was sure 
he had HIV, therefore when the first test said he did not, he insisted on getting one more test which 
showed he had HIV.109 This is a picture of two socially vulnerable people who do take responsibility of own 
life and make sure to be taken serious. 
It is not only the cultural/behavioural explanation which can be seen in the interview; also the 
materialist/structuralist has a big influence on the health inequality these people are suffering from. When 
                                                                                                                                                                                                 
97 Translation: ”(...) Herfra, det skal vi jo alle på et tidspunkt. Men selvforskyldt, det kan jeg jo ikke anklage nogen for. 
Sådan er det. Så må jeg bare se, hvor lang tid jeg har igen. (...)”  
98 Pedersen, P. V (2009), p. 28 
99 Translation: ”Det er sjældent at en hærdet narkoman bliver over 50. Jeg ved godt, jeg ikke bliver så gammel. Det ved 
jeg godt.” 
100 Ibid, p. 32 
101 Ibid, p. 31  
102 Translation: ”(...) Så tandpine hver dag (...) Det var lige meget, jeg tog bare noget mere dope, så tog det 
tandsmerterne.(...)” 
103 Pedersen, P. V (2009), p. 21 
104 Translation: ”Ad helvedes til. Men jeg mærker ikke til det, fordi jeg... jo ryger heroin” 
105 Pedersen, P. V (2009), p. 15 
106 Translation: “Det er jo det der med vejrtrækningen og skidt og lort med alt det der, man har indataget af sprut... og 
så ryger mange af dem her (cigarettes). Ja, da jeg var ude på gaden, der var det nok en 80 stykker. Dagligt. (...)” 
107 Pedersen, P. V (2009), p. 48 
108 Ibid 
109 Ibid 
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it comes to the material circumstances then the fact that they do not have a home has several 
consequences. One of the things is when being homeless one’s things often get stolen, therefore they do 
not have their medical card and it makes the visit at the hospital more complicated110. Furthermore they do 
not get all the practical things as brushing their teeth done.111 This is a sign of the economically, structural 
and material problems homeless people are suffering from. 
Considering their relationship with the dentist then every single one is concerned with the money: “It 
is simply a question of money”112 113 and “I do not have the money for teeth.”114 115Some of them with the 
worst health uses a place called Mændendes Hjem116 where they are offered free dentist, others have been 
in prison where their teeth was made, some of them ask the municipality for money and the rest simply 
just live with bad teeth or no teeth. Living with bad teeth has a big influence on their confidence because 
they do not want others to judge them because of that, one even emphasises that she makes sure to smile 
in a way where people cannot see her bad teeth.117 They are obviously afraid of what other people are 
thinking about them and therefore it indicates that they are afraid of being categorised and stigmatised. 
It is clear that the cultural/behavioural explanation and the materialist/structuralist explanation are 
not able to describe the explanation separately, but the explanation is a mixture of those two explanations. 
Now some of the mechanisms who influence their health situation will be analysed, because it seems that 
the reason for the cultural/behavioural way of deciding has something to do with the stigmatisation of the 
homeless people. Furthermore the materialist/structuralist problems they are suffering from may make 
these people even more stigmatised in society. A lot of the homeless people have had bad experiences with 
the health care system and therefore some of them avoid the hospitals.118 
The stigmatisation can already be seen in the childhood for some of the homeless people, for an 
example was one of them never allowed to participate in birthday parties and where never allowed to play 
football with the other kids in the evening, therefore the other kids found him different and did not want to 
play with him.119  
                                                          
110 Ibid, p. 38 - 39 
111 Ibid, p. 33 
112 Ibid, p. 34 
113 Translation: ”Det er et simpelt spørgsmål om penge.” 
114 Pedersen, P. V (2009), p. 34 
115 Translation: ”Jeg har ikke råd til tænder.” 
116 A Danish homeless shelter 
117 Pedersen, P. V (2009), p. 33 
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Furthermore, a lot of them reacts on being different from other people in society by isolating 
themselves120 They simply avoid interactions with other people because they feel that they are not as good 
as others and because they feel that everyone stigmatise them. One states that she feels that everyone is 
able to see that she differs from the normal and therefore she continues to use drugs to forget the feeling 
of not being equal with others.121 When they start isolating from society and do not get the affirmation and 
care then their mental health gets really bad.122 Some of them do not even want to be a part of society 
anymore: 
“I do not have visitors, and I do not really want to have visitors. Also it is in such a little room. I prefer 
to be alone. If I could choose then I would be in prison now, then they can just throw away the key, if I just 
have some coffee, tobacco and my television. I do the best in prison. I have been in prison for 14 years.”123 
124 
They do not feel that they are able to hide their stigma and therefore every time they interact with 
other people the situation ends up awkward because they are aware of what other people think and to 
avoid this awkward situation they start isolating from society.  
This is also the situation when it comes to hospitals if they already have isolated themselves from 
society then it can be difficult to actually go to the doctor or hospital.125 When going to the hospital the 
socially vulnerable groups are clearly discredited because they cannot hide their stigma in any way because 
of their appearance, hygiene and acting, therefore all of them have bad experiences from the health care 
system which they blame on their stigma.126 Instead of treating them like patients they have been treated 
like people with a stigma.127 
The homeless can tell about many different situations where they have felt that they were second-
rate people at the hospital and the doctors did not really care about them128, an example could be when 
one of them had bad knee problems and the doctor wrote him on a fake waiting list together with some of 
                                                          
120 Ibid, p. 53 
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122 Ibid, p. 54 
123 Ibid, p. 56 
124 Translation: ”Jeg har ikke rigtigt gæster, jeg gider ikke at have gæster. Også på sådan et lille værelse der, ikke. Jeg 
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the homeless for 4.5 year, then he changed doctor but now he has given up and just ignores his problem.129 
He is not the only one who has been treated like this in the health care system; another one was deeply 
depressed and went to psychiatric hospital where he describes the situation like this:  
“I went to the psychiatric hospital and talked to them. And then I doctor came to me and said that I 
was not sick enough. (…) I was not sick enough. In spite of I wanted to commit suicide. (…) In spite of I was 
sitting with… I had cut myself a lot of places. And really have tried to commit suicide. And then I thought 
that one needed help. (…)”130131 
His reaction on this situation was to leave the place and continue to do drugs. Since then he has not 
trusted the health care system because he feel that they do not want to help someone who really needs 
help because of a stigma.132 Another one in the same situation went to another psychiatric hospital third 
time he got suicide thoughts and at this place the doctor gave him care and helped him in a way that really 
means a lot to him.133 Therefore it is important to notice that sometimes the doctors stay professional and 
treat the homeless just like other people in spite of the stigma. 
Even worse is that some of them have experienced to be made a fool of; one where the doctor asked 
if she was pregnant and she said no, and the doctor then doubted if she would even be able to remember it 
and another where the doctor said they had to cut his leg off, made fun of him, used forceps on his leg and 
leaved the room while the forceps still were attached to his leg. Both times they got really hurt and one 
started crying because of the humiliation.134 
Considering the experiences the socially vulnerable have had with the health care system because of 
their stigma then it sheds light upon why they decide to use drugs instead of going to the hospital and why 
they ignore their own health in spite of them needing the help. Some of them still goes to the hospital 
when they need help and one have experienced if she acts respectful to the doctors then they are 
respectful to her and she thinks that it can be a problem that not everyone act in a respectful way on the 
hospital.135 Also this can be explained by stigma because the socially vulnerable groups do not have 
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131 Translation: ”Jeg tog ud på psykriatrisk afdeling og snakkede med dem. Og så kom der en læge og overbragte mig 
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confidence to other people and are always aware if the other one is stigmatising them. It could be a 
defence to simply act in a not respectful way to the people who are stigmatising them because they do not 
feel treated respectfully when they are stigmatised by them. 
The experiences homeless people have with their lives and health can both be explained by the 
cultural/behavioural explanation and the materialist/structuralist explanation. It is not only the 
responsibility of the actor or the responsibly of the structures, both things are influencing the health 
inequality they are suffering from. Stigma describes some of the mechanisms taking place in the everyday 
life of the homeless and why the interactions between the system and the homeless are this bad. When the 
material/structural reasons such as lack of housing takes place then the homeless suffers from being 
stigmatised. Especially if they also choose to behave in an unhealthy way, do drugs or drink a lot then it 
supports the stigma, but stigma also helps explaining why some of the homeless do not take responsibility 
of their own life, why they decide to isolate themselves, why they choose to use drugs or drink alcohol and 
why they do not use the welfare services. 
4.0 CONCLUSION 
The problem definition was “How can it be that the mortality rate of homeless people in Denmark 
is significantly high in spite of Denmark having a Nordic Welfare Model?” Throughout the study two 
different perspectives has been enlightened in an attempt of answering the problem definition; the political 
perspective and the sociological perspective. 
A discussion of the Nordic Welfare Model by means of the article “Has the Nordic Welfare Model 
been Transformed?” and a discussion of the quantitative and qualitative study titled “Dårligt liv – Dårligt 
helbred: socialt udsattes oplevelse af eget liv og sundhed” by means of Peter Townsend’s 
cultural/behavioral and materialist/structuralist explanations of health inequality and Erving Goffman’s 
concept Stigma has been made. The findings are that both the transformation of the Nordic Welfare Model 
and the stigmatisation of homeless people influence the high mortality rate of homeless people.  
The welfare state of Denmark is going through a transformation into having a more individualistic 
and dualistic approach. This means that some of the basic values of the Nordic Welfare Model is 
transforming. The gap between poor and rich are increasing and the homeless people do not have the 
power of ensuring a good living standard within these structures. The bad living standards homeless people 
suffer from leads to a harsh life and a high mortality rate. Further on homelessness is not prevented but 
only treated and therefore people continue to end up in the streets. Due to the increased dualistic 
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approach the homeless people are afflicted by a societal inequality in health but they still have the same 
equal rights to the public health care system. 
This indicates that there is not only a political aspect of the problem but also a sociological aspect. 
Because of the lack of material foundation, structures of society and the behavioural decisions the 
homeless suffers from being stigmatised when interacting with other people. This stigma can lead to the 
homeless isolating from the rest of society or getting depressed and thus it gets more difficult to ask for 
help from the authorities especially going to the hospital. Furthermore, when being at the hospital some of 
them had experienced the doctors to treat them in a bad way due to their stigma. Therefore because of 
bad experiences at the hospital some of them stop asking for the help they need and do not take 
responsibility of own life leading to a high mortality rate. 
The conclusion is met with certain limitations due to limitations throughout the project. Some of the 
most important limitations have been that Goffman’s concept Stigma does not consider the stigmatised 
that do get affected by their stigma. Further on the article “Has the Nordic Welfare Model Been 
Transformed?” only focuses on some specific areas but it still contributes to an overall understanding of the 
transformation of the welfare state. Lastly the study “Dårligt liv – Dårligt helbred: socialt udsattes oplevelse 
af eget liv og sundhed” is affected by the socially vulnerable group’s own subjectivity and it does not 
provide the full picture of how all homeless people experiences lives and health. Therefore the conclusion 
is based on theory and data with certain limitations.  
5.0 PERSPECTIVISATION 
In this perspectivisation the focus will concern how to avoid homelessness and thereby diminish the 
high mortality rate they are experiencing. When homelessness is only treated and not prevented then 
people will continue to end up being homeless and will not get help before they already have the 
problem.136 To ensure a good public health it is important to focus on inequality in the population in 
general, by making sure everyone is caught by the security net before it goes wrong. Not only focus on the 
people where it is already ended up wrong – this is not equality.137 Treating the problem is of course 
important to do but by also preventing the problem the homelessness will diminish throughout time.  
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Stigmatisation will still continue to be a problem but if they do get help before ending up with an 
unhealthy life without a home, then it may be possible to avoid some of the stigmatisation which these 
people suffer from.  
Due to the difficulties when measuring homelessness and due to not enough research it can be 
difficult to know the amount of people who are affected by the problem, the reasons for ending up as 
homeless and how to prevent the problem. This has to be studied and clarified. Thereby, the high mortality 
rate among homeless people and people who would have ended up homeless can be diminished by better 
living standards and equality.  
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